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Abstract The widespread use of the biopsychosocial model amongst various health 
professions, all of which claim to take a patient-centred approach to their practise, 
challenges what has been considered a unique and defining feature of osteopathy. 
This paper discusses the complexity of what is meant by patient-centeredness, and 
how it is practised and researched by other health professions. The assumption that 
osteopathy has always taken a patient-centred approach is questioned, and direc- 
tions for further research are highlighted so that the profession can have a compre- 
hensive working knowledge of its practise, thereby helping to define itself within 
the broad and competitive healthcare environment. 
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Introduction 
 
In many parts of the world, osteopathy is consid- 
ered to be a patient-centred approach to health 
care,1e6 and this claim may be used to differen- 
tiate the osteopathic profession from other health 
professions, including medicine.7 Some declare 
that a patient-centred approach is a ‘hallmark’ of 
osteopathy8; others claim that it is the profession’s 
 
 
 
distinct ‘contribution’ to the wider system of 
healthcare.9 However, continued reflection by the 
profession is required in order to have a clear 
understanding of osteopathy’s position in modern 
day health care. This involves challenging previous 
assumptions and explicating implicit aspects of 
practise through research. This article discusses 
the complex concept of patient-centeredness and 
critically reflects on whether this approach can be 
considered a defining feature unique to osteop- 
athy. As the osteopathic profession moves towards 
a model of practise, informed by research this 
paper  highlights  the  challenges  facing  patient- 
centred osteopathy. 
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The emergence of patient-centred care 
 
A biopsychosocial model of care has spread globally 
as a result of the dissatisfaction of the conventional 
‘biomedical model’ of care, where patients are 
reduced to a collection of clinical signs and symp- 
toms, embodying a specific disease taxonomy or 
diagnosis.10 In this latter approach the task of the 
practitioner is to identify and measure the disease 
or dysfunction, proceeding to direct treatment to 
the ‘biological’ disease. While this essentially 
positivist model fits well with scientific enquiry and 
evidence-based medicine, it places the practitioner 
(and researcher) as a detached and objective indi- 
vidual. This disease-centred approach is also 
referred to as technique-, method-, therapist-, 
science-, explanation- or diagnosis-centred.11 
In the last 40 years there has been a movement 
away from a disease-centred approach to a bio- 
psychosocial model of healthcare.10,12 The bio- 
psychosocial model recognises the complex two- 
way practitionerepatient relationship, where 
decisions are shared, and knowledge about ‘what 
to do’ is embodied within a relationship. The 
practical application of this approach is patient- 
centred care,11 and considers the social and 
psychological aspects of disability as well as the 
medical or biological dysfunction.13 Patient- 
centred care appreciates the personal meaning of 
illnesses, pain and suffering in order to understand 
and help alleviate the disease and dysfunction. 
Adopting this model means that patients are no 
longer seen as passive recipients of healthcare but 
are increasingly seen as active consumers, where 
their experiences, opinions and perspectives need 
to be incorporated into clinical reasoning and 
decision-making.14 This transition in healthcare 
approach has also shifted the patientepractitioner 
relationship from one which was originally asym- 
metrical and paternalistic (with the authority 
laying on the side of the practitioner) to one which 
is mutual and egalitarian.15 
 
Defining patient-centeredness 
 
Patient-centeredness is often considered a ‘fuzzy 
concept’, meaning that while most practitioners 
will be familiar with the general idea, there are 
a variety of different interpretations and con- 
ceptualisations of it and how it is specifically 
practised.16  There  continues  to  be  a  lack  of 
a universally agreed definition or conceptualisation 
of the term, resulting in considerable ambiguity 
concerning the precise components of a patient- 
centred approach.16  For example, frequently the 
terms patient-centeredness, patient-centred care, 
or patient-centred approach are used inter- 
changeably (as will be the case for this current 
discussion), but what unites the terms is an oppo- 
sition to a ‘one-size fits all’ approach to health care 
provision.17 Others prefer the term ‘person’, and 
consider that the word ‘patient’ tends to reduce 
the individual to a mere passive recipient of 
healthcare, or to ‘one who is acted on’.18 Moreover, 
the term person-centred perhaps recognises more 
fully, the significance of knowing the person behind 
the patient e “as a human being with reason, will, 
feelings, and needs e in order to engage the person 
as an active partner in his/her care and treat- 
ment”.18 p. 249 Balint19 was perhaps the earliest to 
coin the term ‘patient-centred medicine’, 
describing that each patient “has to be understood 
as a unique human-being,” in contrast to what he 
termed ’illness-orientated medicine’.19 p. 269 Also 
from the perspective of medicine, McCormick13 
states that  “knowing the patient who  has the 
disease, is as important knowing the disease which 
the patient has”.20 p. 668 A conceptual framework 
of patient-centeredness is provided by Mead and 
Power,15 who comprehensively describe five 
distinct characteristics of patient-centeredness, 
and is shown in Table 1. 
A patient-centred approach cannot be applied 
in the same way for  every  patient;  in  doing 
this the practitioner would be employing an un-
patient-centred, patient-centred approach! Take 
for example a patient who chooses to abdi- cate 
responsibility in the decision-making process and 
has no desire to receive information about 
their treatment. Rather than try and force the 
reluctant patient to take responsibility and 
unwanted information, a patient-centred 
approach might involve discussing each other’s 
expectations and perspectives to aid mutual 
understanding  and  negotiation.21  In  this  case, 
a patient-centred approach does not mean sharing 
all decisions and all information with all patients. 
It is the adjustment and flexibility of the practi- 
tioner to the individual patient that is at the heart 
of a patient-centred approach. Paradoxically, this 
may mean that in some situations it may be 
patient-centred to take a less patient-centred 
approach.22 
 
Patient-centeredness and the practise 
of other health professions 
 
The nursing profession was perhaps the first health 
profession to declare a patient-centred approach, 
the origins of which can be traced back to the 
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Table 1 Characteristics of patient-centred care with examples of how they might be carried out in osteopathic 
practise.15 
Characteristics Description Example 
Biopsychosocial 
perspective 
 
 
 
 
The patient-as- 
person 
 
 
 
 
Sharing power 
and responsibility 
 
 
 
 
 
The therapeutic 
alliance 
 
 
 
 
 
 
The practitioner- 
as-person 
Broadening the explanatory perspective to 
include biological, psychological and social 
aspects of pain and dysfunction. 
 
 
 
Recognising the individuality of the patient 
as a person, thereby placing value on their 
personal meaning and interpretation of their illness. 
 
 
 
A patientepractitioner relationship which is equal 
and symmetrical (rather than paternalistic). Involves 
mutual participation, collaboration and negotiation 
throughout the episode of care. 
 
 
 
A function of the affective bond between patient 
and practitioner to optimise the therapeutic potential. 
 
 
 
 
 
 
Self-awareness of the influence of the personal 
qualities of the practitioner and the way that 
they practise. 
The willingness of the osteopath 
to understand the social and 
emotional impact of chronic 
neck pain on a patient, rather 
than a purely as a biological 
entity. 
Might include exploring the 
patient’s narrative during case 
history taking, so as to elicit 
their expectations, feelings and 
fears about an episode of low 
back pain. 
May include encouraging the 
patient to voice their own ideas 
about the cause of their illness 
and/or involving them in the 
decision-making process during 
the development of a longer 
term self-care plan. 
The mutual negotiation of 
treatment goals and the 
agreement on interventions, 
or the recognition that the 
‘relationship-effect’ of 
osteopathy is inseparable 
from the bio-physiological 
effect. 
The self-awareness by a 
practitioner of their emotions 
which might be engendered 
by a particular patient 
presentation, or the 
recognition of the subjectivity 
of a diagnostic or therapeutic 
technique. 
 
 
1850s and Florence Nightingale, who viewed the 
patient-focused approach of nursing distinct from 
the disease-orientated approach of the medical 
profession.23 There is a continued effort by the 
nursing profession18,23 and many other health 
professions to better understand what patient- 
centeredness means for their practitioners and 
their patients, including physiotherapy,24e26 chi- 
ropractic27e29 and even pharmacy.30e32 A failure to 
have such an understanding prevents professions 
from establishing how their practitioners put 
patient-centeredness into action. 
For example, in the physiotherapy profession, 
characteristics of patient-centeredness were 
found in ‘expert’ practitioners33 who emphasised 
their role to guide and educate patients towards 
their recovery.34 They emphasised the need to 
listen and learn from their patients rather than tell 
 
and direct. This research, spanning twelve years 
described the practise of experienced therapists 
(compared to novice practitioners) as more 
socially engaging, whilst still completely focused 
on the patient and their treatment modality.35 
Interestingly, these researchers claimed that the 
experienced practitioners appeared to ‘enter the 
lives’ of their patients with a two-way dialogue 
eliciting and providing information pertaining to 
the treatment.36 
During the same period, researchers in other 
health professions, such as occupational therapy 
were recognising that their practitioners went 
beyond only reasoning towards a diagnosis, but 
they took a ‘patient-centred’ and individualised 
approach to patient treatment and manage- 
ment.37,38 Occupational therapists tailored their 
treatment approach to suit the individuality of the 
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patient. While these therapists took a traditional 
scientific approach to diagnosis, they also 
endeavoured to match the right treatment 
approach for the right patient and considered the 
skills, needs and interests of each individual 
patient.37 
This understanding of patient-centeredness in 
other professions leads to a number of questions for 
osteopathy. Are osteopaths patient-centred and if 
so, are they patient-centred in the same way as 
physiotherapists and occupational therapists? Do 
osteopaths have a unique understanding and 
approach to patient-centred care that is distin- 
guishable from other health professionals? Is patient- 
centeredness an attribute found in all levels of 
osteopathic practise or just in those practitioners 
with greater expertise and/or experience? With the 
widespread use of the biopsychosocial model 
amongst various health professions, all of which 
claim to take a patient-centred approach to their 
practise, can a patient-centred approach be a unique 
defining feature of osteopathy? We have begun to 
explore the nature of osteopathic clinical reasoning 
using a grounded theory qualitative research study.14 
The study is still underway but early findings suggest 
that osteopaths are flexible in different aspects of 
their patient approach. They may take a body- 
centred, patient-centred, and/or person-centred 
approach, depending on their relationship with the 
patient; with each approach demonstrating different 
characteristics of patient-centeredness. At times 
responsibility and reasoning are shared with the 
patient, but at other times clinical reasoning is less 
collaborative and is informed predominantly by the 
practitioners own meaning and interpretation of the 
clinical situation, rather than in consultation with 
the patient’s experiences and perspectives. There 
are also times when practitioners appear to take 
a more biomedical, disease-centred approach to 
their reasoning and practise, and other times the 
same practitioner might be quite biopsychosocially 
orientated, appreciating the uniqueness and indi- 
viduality of the person. These findings begin to 
suggest that osteopathic patient-centeredness is 
a relational and dynamic process, and forms a basis 
for further research. 
 
 
Researching patient-centeredness 
 
The multidimensional aspect of patient-centred 
care, presents a challenge to researchers attempt- 
ing to understand or measure it. Quantitative 
research approaches have used self-reported 
surveys or questionnaires to measure how patients 
and practitioners perceive patient-centred care, 
and how it impacts consultation outcomes (health 
outcomes and patient satisfaction).17,39,40 Qualita- 
tive research approaches have employed direct 
observation of clinical encounters, and/or inter- 
views with patients and practitioners to help 
understand the complex, non-linear and relational 
aspects of patient-centeredness.41 A recent 
doctoral study has attempted to explore the nature 
of patient-centeredness from the perspective of 
both patient and physiotherapist.42 Other research 
has sought to establish the direct effect patient- 
centred care has on the health status of patients 
(using self-reported questionnaires for change in 
symptoms severity and secondary heath 
outcomes)43 and blood sugar levels in diabetic 
patients.44 However directly linking patient- 
centeredness to improved health outcomes is 
particularly difficult to ascertain. While some 
research has shown an association between patient 
autonomy and self-reported mental health status, it 
failed to identify whether higher levels of perceived 
autonomy were associated with improved physical 
health status such as better glycaemic control44,45 or 
increased satisfaction and enablement.40 Research 
in the medical profession has, however, demon- 
strated that adopting a patient-centred approach 
results in improved patient heath outcome (less 
discomfort, less concern, and better mental health) 
and improved efficacy of care (reduced unnecessary 
diagnostic tests and referrals).43 
There are many opportunities to explore patient- 
centeredness within osteopathy. How is patient- 
centeredness conceived by practitioners and 
patients? How patient-centred are the different 
approaches to osteopathy (for example structural, 
visceral or cranial approaches)? The findings of the 
recent OPEn study have provided some encouraging 
evidence to support the notion of patient- 
centeredness ‘in-action’ in osteopathy.46 This study, 
which explored the expectations and experiences of 
patients, showed that osteopaths took a collabora- 
tive approach to reasoning and patients felt that 
osteopaths were proficient in developing an empa- 
thetic therapeutic relationship, which was viewed as 
important by patients. However, areas classifi as 
‘weak’ included: communicating to patients about 
the nature of treatment and the expected level of 
pain or discomfort; the likely after-effects of treat- 
ment; information on how to complain; under- 
standing how and when osteopaths communicate 
with the appropriate wider network of health 
professionals in their area (GPs etc); and fi , 
advice on how to prevent the problem recurring.46 
The results highlighted important aspects of osteo- 
pathic patient-centred care to inform practitioners, 
regulators and osteopathic educational institutions. 
Author's personal copy 
 
Table 2 Four major principles of osteopathy.47 
1. The body is a unit; the person is a unit of body, 
mind and spirit. 
2. The body is capable of self-regulation, 
self-healing, and health maintenance. 
3. Structure and function are reciprocally 
interrelated. 
4. Rational treatment is based upon an 
understanding of the basic principles of body 
unity, self-regulation, and the interrelationship 
of structure and function. 
 
 
 
Patient-centeredness and osteopathy 
 
In the UK, Australia and New Zealand the standards 
of practise set by the regulator espouse patient- 
centred care as necessary for competent osteo- 
pathic practise.3,4,6 The osteopathic tenets47 (Table 
2), in their varying revisions recognise the intimate 
interaction of the mind, body and spirit in health 
and disease, and are thought to be wholly consistent 
with the biopsychosocial model.48 However, the 
ambiguity of these principles makes it difficult to 
link them with contemporary conceptualisations of 
patient-centred care, as outlined in Table 1. This 
issue has been partly addressed by Rogers and 
colleagues49 who have attempted to re-align the 
osteopathic principles to include elements of the 
patient-centred care model. However, these ‘prin- 
ciples of patient care’ are directed towards osteo- 
pathic physicians in the United States and therefore 
do not permit the direct transfer to limited licence 
osteopaths in other parts of the world. 
Within osteopathy there has been no shortage of 
treatment models, osteopathic manipulative 
techniques or assessment procedures, which are 
practised by many different practitioners in many 
different ways. Globally, the practise of osteop- 
athy has predominately centred on the concept of 
the somatic dysfunction, which is defined as: 
“Impaired or altered function of related components 
of the somatic (body framework) system: skeletal, 
arthroidal, and myofascial structures, and related 
vascular, lymphatic, and neural elements.”50 p. 1249 
 
Many authors within the field of osteopathy claim 
that these disturbances may be identified using 
manual palpation of the body regions51e53 through 
 
Numerous models and theories have been 
proposed to explain somatic dysfunction, most of 
which have little research evidence to support 
them.54,58e60 Osteopathic researchers, educators 
and practitioners have placed great clinical and 
therapeutic significance on the osteopathic somatic 
dysfunction ‘concept’ and the identification and 
treatment of segmental disturbances to the joints 
and tissues of the spine; this concept continues to 
play a strong role in the models of practise for many 
osteopaths in the UK.57,61 It is asserted that a major 
‘goal’ of osteopathic practise is to identify (usually 
through manual palpation of soft tissues and joint 
mobility assessment) and treat somatic dysfunction. 
It is common that osteopaths compare deviations 
between the affected side and unaffected side of the 
body, in an attempt to identify the fi s of somatic 
dysfunction.62 However, this can be considered to 
constitute a biomedical form of assessment, and the 
process of identifying and correcting somatic 
dysfunction alone is in effect a reductionist activity. 
The old osteopathic adage, ‘find it, fix it and leave it 
alone’63 views the practitioner as a car mechanic, 
fi ing and fixing the problem, like an engine that 
won’t start. Others have also identified echoes of 
positivism and reductionism in the writings of A.T 
Still,64 and his emphasis on the scientific ‘facts’ of the 
patient and their illness. This suggests a biomedical 
model of practise with the authoritative practitioner 
making scientifi discoveries of the passive patient, 
rather than a mutual relationship where the patient 
takes an active therapeutic role. Adopting such an 
approach has significant limitations as it fails to link 
the local and specific ‘scientific findings’ in the 
context of the patients narrative, illness experience 
and the developing patientepractitioner relation- 
 
65 ship. Furthermore,  using  terminology  such  as 
identification of tissue texture, asymmetry, range of 
motion abnormality and tenderness.54 In the field of 
osteopathy, somatic dysfunction is thought to be 
amenable to osteopathic manipulative therapy, and 
osteopaths in the UK and Australia employ a broad 
spectrum of manual therapy techniques which aim 
to restore normal function.55e57 
‘abnormal’ during biomedically orientated assess- 
ment fails to acknowledge the patients’ personal 
meaning and interpretation of their illness and tends 
to perpetuate experiences of social exclusion for 
disabled persons.66 
Patients suffering with non-specific low back 
pain (LBP) will report many different ‘illness expe- 
riences’,67 and LBP will not be experienced in the 
same way by two different individuals; for example 
an athlete might ascribe an entirely different 
personal meaning  to  their  LBP  compared  to 
a unemployed single parent. Both have the diag- 
nosis of non-specific LBP, yet their illness experi- 
ences, and story will be quite different.67 Patient- 
centred care is about appreciating the different 
and unique perspective of patients in order to more 
fully understand the patient’s experience of illness, 
suffering and pain, and collaboratively developing 
with the patient a treatment and management 
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strategy. Research to inform and enhance osteo- 
pathic practise needs to more fully appreciate this 
complex interaction of physical, psychological and 
societal factors.68,69 
 
Patient-centred care and evidence- 
informed osteopathy: squaring the circle 
 
Research that focuses on patient-centred care in 
osteopathy challenges a move towards evidence- 
based practise. The randomised controlled trial, 
designed for a biomedical model of healthcare, 
sits towards the top of the evidence hierarchy.70 It 
assumes homogeneity of patients, failing to 
recognise the individuality of the patient and their 
illness experience. It thus generates knowledge 
that helps inform the biomedical aspects of oste- 
opathic practise but ignores the psychological and 
social aspects of health and the influence of the 
patientepractitioner relationship. If the profes- 
sional knowledge of osteopathic practise is to grow 
and develop and enhance clinical practise it needs 
to embrace both quantitative and qualitative 
research paradigms so that all aspects of practise 
can be explored.68,71,72 This will help to develop an 
epistemology of osteopathic practise, i.e. an 
understanding of how osteopaths know what they 
know and the type of knowledge they use in 
professional practise.73 However challenging and 
difficult the task, osteopathic researchers must 
address the bio-, psycho- and social aspects of 
patient-centred care if they are to succeed in 
enhancing osteopathic practise to optimise patient 
care and treatment outcomes. 
Finally, both patient-centred care and evidence- 
based practise have strongly influenced healthcare 
in the UK during the last 30 years, and both concepts 
are considered valuable and necessary.16 However, 
how patient-centred can a model of evidence- 
based osteopathy ever be? How will the profession 
and its members bridge the gap between the two 
separate paradigms? Overcoming these challenges, 
and others, requires a robust research approach 
and a critically reflective profession. 
 
Conclusion 
 
The concept of patient-centred care has been dis- 
cussed in this  article,  and  the complexity and 
ambiguity of the concept is evidenced by the con- 
founding research in the area. Modern day osteop- 
athy claims a patient-centred approach to 
healthcare yet it is unknown how this is acted out in 
practise or how it relates to patient outcomes. 
Furthermore, a patient-centred approach em- 
bedded within a biopsychosocial model of health- 
care is now incorporated into a number of health 
professions teachings and practises, and these 
professions are making  significant strides in 
exploring how patient-centred care relates to their 
practise, practitioners and patients. It is therefore 
difficult to see how the concept of patient-centred 
care is able to differentiate osteopathy from other 
similar health professions. Osteopathy must 
consider its epistemology of practise in light of 
contemporary research and a dynamic changing 
healthcare landscape. This will facilitate an 
approach to practise which is patient-centred and 
evidence-informed. Continued research is neces- 
sary to help understand the concept of patient- 
centeredness in the context of contemporary, 
modern day osteopathy. 
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